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ABSTRACT
The primary aim of this article is

to aid clinicians in differentiating
true posttraumatic stress disorder
from malingered posttraumatic
stress disorder. Posttraumatic stress
disorder and malingering are
defined, and prevalence rates are
explored. Similarities and
differences in diagnostic criteria
between the fourth and fifth
editions of the Diagnostic and
Statistical Manual of Mental
Disorders are described for
posttraumatic stress disorder.
Possible motivations for malingering
posttraumatic stress disorder are
discussed, and common
characteristics of malingered
posttraumatic stress disorder are
described. A multimodal approach is
described for evaluating
posttraumatic stress disorder,
including interview techniques,
collection of collateral data, and
psychometric and physiologic
testing, that should allow clinicians
to distinguish between those
patients who are truly suffering
from posttraumatic disorder and
those who are malingering the
illness. 

INTRODUCTION
Posttraumatic stress disorder

(PTSD) was first described in the
Diagnostic and Statistical Manual
of Mental Disorders, Third Edition
(DSM III) in 1980.1 Since its
introduction in the DSM III, PTSD
has become a common basis for civil
lawsuits and occupational claims,
likely because almost all of its
diagnostic elements are based on
self-report, which makes malingering
more easily accomplished.2–6

According to Guriel et al,2 by 1989,
the diagnosis of PTSD was referred
to as the “diagnosis of choice” in civil
litigation. At this time, 14 percent of
all occupational injury claims are
based on PTSD or other stress-
related diagnoses.2–6

Malingering of PTSD is the
intentional production of false or
grossly exaggerated physical and/or
psychological symptoms associated
with the diagnosis of PTSD in order
to obtain external incentives (e.g.,
financial and/or personal gains).2

This article seeks to aid clinicians
in differentiating true PTSD from
malingered PTSD. Characteristics of
true PTSD and malingered PTSD are
described, and a multimodal
approach for evaluating PTSD that
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aids clinicians in identifying those
individuals who are malingering the
illness is provided.

DEFINITIONS AND PREVALENCE
PTSD. According to the fifth

edition of the DSM (DSM 5),7 the
trigger to PTSD is “...exposure to
actual or threatened death, serious
injury or sexual violation.” The DSM
5 further states, “The exposure must
result from one or more of the
following scenarios, in which the
individual directly experiences the
traumatic event; witnesses the
traumatic event in person; learns
that the traumatic event occurred to
a close family member or close friend
(with the actual or threatened death
being either violent or accidental); or
experiences first-hand repeated or
extreme exposure to aversive details
of the traumatic event (not through
media, pictures, television or movies
unless work-related). The
disturbance, regardless of its trigger,
causes clinically significant distress
or impairment in the individual’s
social interactions, capacity to work
or other important areas of
functioning. It is not the
physiological result of another
medical condition, medication, drugs
or alcohol.”7

Using the diagnostic criteria for
PTSD as established by the fourth
edition, text revision (DSM-IV-TR),8

PTSD prevalence estimates are
variable, with a lifetime prevalence
rate of 1 to 14 percent but an at-risk
prevalence rate of 3 to 58 percent.2

Prevalence rates appear to vary
significantly with the type of trauma
experienced. For example, the
prevalence rate among combat
soldiers is 20 to 30 percent, whereas
among the general public, it is 12 to
15 percent.6,9 Prevalence rates also
appear to be higher among women
than men, and prevalence increases
with multiple traumatic event
exposure.10 Research suggests that
based on the revised diagnostic
criteria for PTSD in the DSM 5,
prevalence rates should be similar to
those found using DSM-IV
criteria.7,10,11

Tables 1 and 2 describe the
similarities and differences between
DSM-IV-TR and DSM 5 diagnostic
criteria for PTSD.

Malingering. Malingering is not
considered a mental disorder by the
DSM 5. It is categorized under “other
con di tions that may be a focus of
clin i cal atten tion.” Table 3 lists
characteristics of malingering as
described by DSM 5 and elsewhere
in the literature.2,7,8,12,13 Hall et al3

described the following
characteristics seen in malingerers
that may help differentiate them
from true sufferers of PTSD: 1)

Malingerers are more often
encountered in outpatient settings
(true PTSD sufferers are more often
encountered in hospitals); 2)
Malingerers are often uncooperative
with exams and are unwilling to
undergo clinical procedures or
medication trials; and 3) Malingerers
often have histories of previous
lawsuits; run-ins with the law; acting-
out behavior in school, workplace, or
the military; sporadic employment
and attendance at work; substance
use; turning down jobs that
accommodate or accept their
professed “partial” disability; and

TABLE 1. Differences between DSM-IV-TR and DSM 5 for PTSD

DSM-IV-TR DSM 5

Classification
“Anxiety disorders”

Diagnostic criteria
• Criterion A2: after trauma there is fear,

helplessness, or horror (removed in DSM
5)

• 3-symptom clusters:
- Intrusion (re-experiencing)
- Avoidance and numbing (separated

into 2 criteria: criteria C [avoidance]
and criteria D [negative alterations in
cognitions and mood] in DSM V

- Alterations in arousal and reactivity 

Classification
“Trauma and stress or related disorders”

Diagnostic criteria
• History of exposure to a traumatic event

that meets specific stipulations (no
requirement for fear, helplessness, or
horror, as in DSM-IV-TR)

• Sexual assault and/or recurring exposure
(i.e., as found in police officers and first
responders)

• Revision criterion A1: unexpected death
of family member or close friend due to
natural causes no longer included as
traumatic event

• 4-symptom clusters
- Intrusion (re-experiencing)
- Avoidance
- Negative alterations in cognitions and

mood
--Addition of persistent and
distorted blame of self or others
--Addition of persistent negative
emotional state

- Alterations in arousal and reactivity 
--Addition of reckless or destructive
behavior

Subtypes
• Addition of PTSD in children younger

than 6 years
• Addition of PTSD with prominent

dissociative symptoms (experiences of
detachment from one’s own mind or
body, or experiences in which world
seems unreal, dreamlike, or distorted). 

DSM-IV-TR: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision; DSM 5: Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition; PTSD:
posttraumatic stress disorder
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few, if any, longstanding financial
responsibilities.3 Additionally,
malingerers have difficulty
elaborating on their symptoms; may
have decreased capacity to work but
increased ability to enjoy
recreational activities; often have
histories of lack of improvement in
their condition over time; and lack
objective evidence of concentration
deficits, hyper-vigilance, irritability,
and avoidance (especially avoidance
of trauma-related topics during the
interview), all of which are
commonly experienced in true PTSD
cases.3,9,12

To date, no exact prevalence rates
for malingering exist. According to
Rogers,14 practitioners do not
typically scrutizine the accuracy of
client reports, and, consequently,
formal assessments for malingering
are not often carried out. The few
studies that have been done on
prevalence of malingering indicate a
considerable variation in prevalence
rates.15–19 One forensic study
estimated 15.7 percent in forensic
evaluations and 7.4 percent in non-
forensic evaluations.15 Estimates of

malingering psychological symptoms
after personal injury range from one
percent to over 50 percent.17,18 In one
study, it was reported that as many
as 20 to 30 percent of personal injury
claimants feign posttraumatic
disturbances in an attempt to receive
financial compensation.2,18 One study
estimated that 75 percent of Vietnam
veterans who received PTSD
compensation through the Veterans
Administration (VA) either
exaggerated their degree of
impairment (partial malingering) or
feigned their condition (pure
malingering).6,19

MOTIVATIONS TO MALINGER
PTSD
The diagnosis of PTSD relies

heavily on a patient’s subjective self-
report of symptoms, making the
diagnosis of PTSD particularly
vulnerable to malingering. Symptoms
seen in PTSD, such as re-
experiencing of a trauma, avoidance,
negative alterations in cognitions and
mood, and content of dreams are
difficult to verify. Moreover, variable
symptom profile and high
comorbidity with a variety of clinical
and personality disorders make
detection of malingered PTSD
challenging.2

Financial gain. Rosen et al20

point out that it is important as an
evaluating physician to be wary of
potential malingering when patients
claiming PTSD are in a situation
where “financial remuneration,
benefit eligibility and or forensic
determination” are involved. Most
commonly, PTSD is feigned to obtain
financial compensation either from
governmental agencies, such as VA
or Social Security, or from civil
litigation.17,21,22 The filing of personal
injury lawsuits in federal court
increased by more than 50 percent in
the decade after PTSD was included
in the DSM-III in 1980.13

Combat veterans diagnosed with
PTSD are often rewarded financially,
making malingered PTSD a means to
a potentially profitable end.
According to Burkett et al,23 a
veteran who qualifies for a 100-

percent service-connected disability
due to PTSD may be eligible for
lifelong, tax-free compensation from
$36,000 to $40,000 per year, in
addition to other military benefits. 
Financial compensation can take

on different meanings for different
people. Knoll points out that to some
individuals money represents
security but to others it may
represent revenge against a hated
employer or perceived aggressor.
Seeking financial compensation
through civil litigation may also be a
last ditch effort by a claimant whose
physical injury claims have thus far
been unsuccessful.12

Personal gains. Some patients
malinger PTSD to justify their level
of functioning to others, such as
when they have a history of failed
relationships, poor occupational
functioning, or legal problems. An
official determination of disability
due to PTSD may provide a face-
saving solution for personal life crises
separate from the alleged trauma
(e.g., “It’s not my fault. I’m not to
blame. It’s all due to what happened
back in ‘Nam”).12,24 And some
individuals may feign combat-related
PTSD to impress the general public
or to gain the attention and the
respect of fellow veterans.25,26

Table 4 lists other gains, in
addition to financial and personal
ones, that may motivate an individual
to malinger PTSD.2,17,25,27,28

SHOULD MALINGERING BE
INVESTIGATED IN ALL PTSD
CLAIMANTS? 
It is important to evaluate for

malingering in PTSD cases for
several reasons. First, undetected
malingering can negatively impact
diagnosis and treatment planning for
any true mental illnesses the patient
may have. Furthermore, not only will
PTSD treatment in a case of
malingering be ineffective and a
waste valuable resources, it also
exposes the patient to treatment that
not only is inappropriate but may
even be harmful to the patient.29–31

Taylor et al25 describe a case of a
man who admitted to malingering

TABLE 2. Diagnostic criteria similarities
between DSM-IV-TR and DSM 5 for PTSD

History of exposure to a traumatic event
that meets specific stipulations

Intrusion (re-experiencing)

Duration of symptoms for more than 1
month

Significant symptom-related distress or
functional impairment (i.e. social,
occupational)

Disturbance not due to medication,
substance use, or other illness. 

DSM-IV-TR: Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition,
Text Revision; DSM 5: Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition; PTSD: posttraumatic stress
disorder
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after his military records revealed he
had never been in combat. The
patient’s treatment plan was to
include imagery exposure. Had the
patient not admitted to malingering
prior to the start of treatment, the
authors believe this form of therapy
could have led to making the
traumatic “memories” the patient
had made up believable to him,
which in turn might actually have
caused the patient to develop true
PTSD.
Second, because malingering is by

its very definition based on
deception, its presence can
negatively impact the therapeutic
alliance between the clinician and
the patient, creating a barrier to
proper care. Furthermore, clinicians
who regularly work with traumatized
populations who have high rates of
suspected but undetected
malingering may become suspicious
of the motives of all their patients,
rather than the smaller subset who
are actually malingering. If more
attention is placed on detecting
malingering populations, it may
result in greater confidence and
improved therapeutic alliances with
patients who are not malingering.29

Third, undetected malingering
negatively impacts the economy.
LoPiccolo et al32 point out that in
1995, the total cost of insurance
fraud in the United States was
estimated to be $85.3 billion, and
most was due to health insurance
fraud that included malingering of
PTSD. Another example is the policy
of the VA to offer psychiatric
disability compensation for eligible
veterans, for which PTSD is one of
the most highly compensated
disabilities.33 Thus, there is a large
financial incentive to chronically
malinger PTSD, which ultimately
and unfortunately diverts money and
proper care away from those
individuals who legitimately are in
need of them.29

Fourth, undetected malingering
creates inaccuracies in medical
databases, which can negatively
impact ongoing research on PTSD.34

In an expert consensus statement,

Charney et al35 called to eliminate
those suspected of PTSD
malingering from clinical trials in
order to lower the risk for
underestimation of the observed
efficacy of PTSD treatment. Taylor
et al28 state it is unreasonable in
clinical trials to expect that cases of
malingered PTSD would respond to
PTSD treatment. Taylor points out
that until malingering is eliminated
there will be a risk of
underestimating the value of PTSD
treatments, leading researchers,
healthcare policy makers, and
treating clinicians to discard

treatments that may actually be
useful. 
Finally, a validated assessment

tool(s) specifically for detection of
malingering in PTSD needs to be
developed. Despite multiple visits
with a patient, a clinician may still
miss the signs of malingering.
Without a frank confession from the
patient or videotaped surveillance
that can catch a patient suspected of
malingering “in the act,” there is no
clinical assessment tool available
that has been designed to
definitively identify malingering in
PTSD.29

TABLE 3. Characteristics of malingering

DSM 5 description

According to DSM 5, “The essential feature of malingering is the intentional production of
false or grossly exaggerated physical or psychological symptoms, motivated by external
incentives such as avoiding military duty, avoiding work, obtaining financial compensation,
evading criminal prosecution, or obtaining drugs.”

DSM-5 argues that if “any com bi na tion” of the fol low ing four items is present in a patient,
the clinician should con sider the con di tion of malingering:

1. The patient presents in a medicole gal con text (e.g., a lawyer requests that the patient be
assessed for a mental disorder or there are criminal charges/investigations regarding the
presenting patient).

2. Marked dis crep ancy is present between the patient’s claimed stress or dis abil ity and
objec tive find ings and observations.

3. The patient demonstrates a lack of coop er a tion dur ing the diag nos tic eval u a tion and in
com ply ing with the pre scribed treat ment reg i men.

4. The patient has an anti so cial per son al ity disorder.

Other characteristics

1. Under some circumstances, malingering represents adaptive behavior (e.g., feigning
illness while a captive of the enemy during wartime).

2. Malingering is distinguished from factitious disorder by its motivation. In factitious
disorder, the motivation is to assume the sick role, which can be thought of as an internal
or psychological incentive, whereas motivation in malingering is usually for financial or
personal gain. 

3. Malingering can be further categorized into pure malingering, partial malingering, and
false imputation. Feigning a disorder that does not exist is referred to as pure
malingering. Partial malingering occurs when the patient does have actual symptoms but
consciously exaggerates them or falsely states that previous genuine symptoms are still
present. In false imputation, the patient ascribes symptoms to a cause that is actually
unrelated.

DSM-IV-TR: Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision
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EVALUATION FOR MALINGERING
IN PTSD CLAIMANTS
We offer the following guidances

on interview techniques, collection of
collateral data, and
psychometric/physiologic testing that
can be integrated into the standard
PTSD evaluation process to help the
clinician determine if malingering is
present. 

Interview techniques. There are
several interview techniques that may
help uncover or reveal malingering
(Table 5). First, clinicians should
begin the interview using open-ended
questions (e.g., “How have you been
been feeling lately?”) as opposed to
leading questions (e.g., “Have you
been feeling anxious?” The clinician
should avoid interrupting the patient
as he or she answers these open-
ended questions—this is because the
more opportunity a malingerer is
given to talk, the more likely the
malingerer will contradict his or her
own story.36

Sometimes an empathic interview
style can lead to larger and more
easily detected lies.36 Resnick et al37

suggest that if malingering is brought
to the patient’s attention, it should
be done in a sympathetic and
understanding way (i.e., the clinician
could highlight how understandably
tempting it might be to the patient to
exaggerate). This gives the patient
the chance to admit the truth and
“save face.”3,37 If malingering is
suspected, however, it is in the
clinician’s best interest to refrain
from showing suspicion and to
proceed with the evaluation in an
objective manner free of verbal or
nonverbal communications of
skepticism. Knoll12 warns that failure
to do so might cause the patient to
become defensive or perceive a need
to exaggerate symptoms and thwart
efforts to detect evidence of
malingering.
Hall3 states that it is important to

obtain a detailed patient history,

which, in addition to medical history,
can include school grades, work
evaluations, and psychological tests
that can be compared to the self-
report for confirmation. A malingerer
may be able to easily recite the DSM
symptoms of PTSD, but may have
difficulty elaborating on the
symptoms with convincing personal
life details. Fabricated symptoms are
more likely to have a vague quality.12

Additionally, distinguishing a
patient’s capacity to work versus his
or her ability to enjoy recreation can
be very revealing. A detailed
description of the course of the
patient’s PTSD illness should also be
obtained. The clinician should be
suspicious in cases where there has
been no improvement in the patient’s
condition over time. It will also be
important later in the interview,
when questions become more
specific and less open, to gain an
appreciation for the patient’s
premorbid functioning.9

As one interviews the patient,
special attention should be paid to
evidence of concentration deficits,
hyper-vigilance, irritability, and
avoidance (especially avoidance of
trauma-related topics during the
interview), which are symptoms of
true PTSD. A mental status exam
should be part of the interview
process to detect the presence of
these symptoms. It should be noted
that individuals who have survived a
traumatic experience are often more
willing to share their feelings and
experiences with fellow survivors
than with family members or
clinicians initially. Thus, a reduced
level of detail may be provided by
fellow survivors/victims to the
clinician when gathering history
compared to details provided by
family members or other clinicians,
which may indicate avoidance
behavior in the fellow survivor/victim
as opposed to unreliability in the
story.3

Knoll et al12 advises that the
patient be interviewed alone, without
the presence of any third parties.
Third-party presence 1) precludes
those individuals as  independent

TABLE 4. Possible motivations an individual may malinger PTSD

Financial compensation

To receive Veterans disability 

To receive Social Security benefits 

To receive civil litigation money

To receive workers compensation 

Forensic
To reduce or avoid criminal liability (as part of
the “not guilty by reason of insanity” defense;
pretrial plea bargaining)

Personal

To use as face-saving solution for personal
life crises

To receive medical/psychological treatment 

To gain inpatient status (i.e., access to a
warm hospital bed and meals)

To impress public/fellow veterans 

Other

To procure abusable prescription medications
(e.g., opioids, benzodiazepines)

To avoid household responsibilities

To avoid military duty or unpleasant work

PTSD: posttraumatic stress disorder
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sources of verification for the
patient’s history and symptoms; and
(2) reduces the possibility that a
patient will acknowledge malingering
if the psychiatrist chooses to
confront the issue.12

Collateral data (Table 5).
Knoll et al12 report that collection of
collateral data is a critical step in
offsetting the subjectivity of self-
reported PTSD symptoms. To be
most helpful, collateral data should
be gathered before the evaluation so
that patient can be queried on any
contradictions between self-reported
history and the records on hand.
This is especially important given the
phenomenon of biased retrospective
recall in trauma victims, in which
individuals who allege greater PTSD
symptom severity amplify their
memory for the traumatic event over
time.38 Collateral data should include
police reports on the traumatic event
and any eye witness statements, if
available. Past mental health records
should be reviewed with particular
attention paid to actual progress
notes versus summary letters (as
summary letters written by the
treating physician may be
unconsciously biased). 
If medical records are reviewed,

the clinician should keep in mind
primary care health records have
been found to underestimate the
occurrence of psychiatric disorders.
Employment files and tax returns
also may give perspective to the
patient’s daily functioning, (e.g.,
ability to hold a job). In interviewing
spouses, coworkers, close friends,
and family members for
corroborating (or contradicting)
evidence of the patient’s self-
reported history and symptoms, it
should be kept in mind that they may
also stand to benefit from the
patient’s claims, and thus are not
always reliable. For combat veterans,
military records and eye witness
accounts are among the only ways to
verify validity of a stressor; however,
third party accounts are hard to
acquire and military records can be
easily forged. The DD214 form or
discharge paperwork that is used

most commonly to verify military
service can be easily forged. Knoll et
al12 suggest two ways to avoid
receiving forged documents: 1)
obtain military records yourself
directly from the National Personnel
Records Center in St. Louis,
Missouri; and 2) consult with a
confirmed veteran and/or other
military personnel who are familiar
with the traumatic event and/or the
PTSD claimant.

Psychometric/physiologic
testing. Psychometric testing.
While there is no gold standard
method or single instrument, thus
far, for detecting malingering PTSD,
a few tests have been validated as
reliable for the general detection of
malingering. These include the
Structured Interview of Reported
Symptoms (SIRS), the Minnesota
Multiphasic Personality Inventory,
Second Edition (MMPI-2), and the
Miller Forensic Assessment of
Symptoms Test (M-FAST).12,39,40

The SIRS,12 which detects
malingered psychiatric illness, takes
30 to 60 minutes to administer. It
detects malingering through use of
questions about rare symptoms,

uncommon symptom pairing, atypical
symptoms, and other indices of
excessive symptom reporting. It has
shown consistently high accuracy in
detection of malingering with
inpatient, forensic, and correctional
populations.12

The MMPI-239 is the test used
most frequently to detect
malingering. Its most commonly
analyzed scales are the F-scale and
F-K index. Psychiatrists using this
test need to consult the literature to
determine the cutoff scores that
constitute a positive test.12,39

The M-FAST40 is a brief and
reliable screen for malingered mental
illness, and has an administration
time of 10 to 15 minutes. It measures
rare symptom combinations,
excessive reporting, and atypical
symptoms. 
The current gold standard in

PTSD assessment is the Clinician-
Administered PTSD Scale for DSM-5
(CAPS-5), a 30-item structured
interview.41

Physiologic testing. To date,
physiologic testing for PTSD has
primarily been used for research
purposes but conceivably could be

TABLE 5. Suggested interview techniques that may identify malingering

Use open-ended questions. Avoid leading questions.

Use an empathic interview style (e.g., highlight the temptation to exaggerate).

Be objective. Refrain from showing suspicion/skepticism.

Obtain detailed history of symptoms.

Elicit the patient’s capacity to work vs. enjoy recreational activities.

Elicit the course of patient’s illness.

Elicit the patient’s premorbid functioning.

Conduct a mental status exam. Look for hypervigilance, concentration deficits, irritability, and
avoidance.

Interview the patient separately from third parties.
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used in clinical practice. Currently,
the two most well studied psycho-
physiologic methods are script-
driven imagery42,43 and sudden loud
tones.44

In the script-driven method,
subjects engage in script-driven
mental imagery of their traumatic
event while certain physical
responses are measured and
analyzed together with the patient’s
self-report responses to the
Responses to Script-Driven Imagery
Scale (RSDI). Research using script-
driven mental imagery has shown
that severity of state posttraumatic
symptoms (e.g., avoidance and
dissociation) positively correlates
with certain neural activiation.43

Using the sudden loud tones
method, subjects are exposed to
sudden (unexpected) loud tones
while heart rate, skin conductance,
and orbicularis oculi electromyogram
responses are measured. Research
using sudden loud tones has shown
that larger heart rate responses to
sudden, loud tones represent an
acquired sign of PTSD.44

Although psychometric and
psycho-physiologic methods of

assessment are helpful when
assessing for genuine or malingered
PTSD, they cannot be used as the
sole determinant of whether a
patient is malingering and should be
interpreted in the context of a
comprehensive evaluation.12

INTEGRATION OF FINDINGS
Without an admission by the

patient, the detection of malingering
is a probabilistic judgment by the
clinican based on the information
collected from various sources
during the evaluation process of the
patient. At times, inconsistencies will
require collecting additional
information to get a clearer picture.
Rather than administering a full
battery of malingering assessments,
which would be time consuming and
expensive, Taylor29 suggests that
clinicians start with the 5- to 10-
minute M-FAST and followed by a
full diagnostic interview. Next,
Taylor recommends that available
collateral data, such as previous
clinical records, be reviewed, and
informants, such as spouses, be
interviewed. For those patients in
whom such methods provide hints of
malingering, Taylor29 then suggests
conducting a more in-depth
psychometric evaluation using SIRS,
MMPI-2, or both. Finally, if measures
up to this point are still insufficient
to confidently determine whether
malingering is present, Taylor29

suggests using psycho-physiologic
methods (e.g., script-driven imagery,
sudden loud tones). 
Taylor29 warns that throughout the

process of evaluation, the clinician
should be wary of his or her own
biases that may influence decisions.
Before reaching a final decision on
whether a patient is malingering
PTSD, Taylor29 suggests that the
clinician draw four boxes on a piece
of paper, and then create four lists,
one per box, of the following: 1)
evidence for genuine PTSD, 2)
evidence against genuine PTSD, 3)
evidence for malingering, and 4)
evidence against malingering. The
clinician should then examine each
list of evidence as objectively as

possible before reaching a final
decision. If a clinician suspects a
case of malingering but is unwilling
to make such a determination,
Taylor29 suggests using a
multidisciplinary team approach in
which the team uses the available
evidence to arrive at a consensus
regarding the likelihood of
malingering. If malingering is
determined to exist, the clinician
and/or treatment team will then need
to devise a plan to manage the
malingering patient.24

CONCLUSION
Malingered PTSD has become a

growing concern primarily due to
the subjective self-report nature of
PTSD symptoms. The most
prominent reason patients malinger
PTSD is for the financial incentives.
Given the negative impact
malingered PTSD can have on
physician-patient relationships, the
economy, the research on PTSD, and
on the malingerer him- or herself, it
is of high importance that malingered
PTSD be identified and managed
separately from those patients with
true PTSD. We recommend
incorporating malingering
assessment into all PTSD
evaluations. We believe by careful
and objective evaluation of
information collected via specific
interview techniques, collateral data,
and psychological testing, clinicians
should be able to identify those
patients who are truly suffering from
PTSD and those who are malingering
the disorder, with the ultimate goal
being proper and effective treatment
for all patients (Figure 1).
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